Mant
1 acknowledges the pressing need for earlier identification of cardiovascular (CVD) risk, hypertension, diabetes, and kidney disease (CKD). He identifies some questions raised by recent research but underlines that evidence is inconsistent. He suggests that the NHS Health Check should be abandoned, but offers little alternative beyond usual primary care. We would challenge that an approach dependent on the status quo can be justified when, despite almost universal registration with a GP, around 5 million people in England have undiagnosed hypertension, 1.6 million have undiagnosed CKD and 700 000 undiagnosed diabetes.
The editorial suggests that the NHS Health Check should be abandoned partly because it is inefficient at case finding. The evidence for this derives from a single study 2 whose authors reported that the NHS Health Check was no better than usual care at case finding. This study had significant limitations (not randomised, underpowered and low health check uptake) and the findings do not justify abandonment of the NHS Health Check, but should generate questions about fidelity of the intervention: are we reaching the right populations, is there sufficient uptake, is the NHS Health Check quality assured, and is there appropriate follow up in primary care?
We agree that there is a dearth of evidence for the NHS Health Check as an integrateddelivery method. We want to learn from and improve the implementation and impact of the NHS Health Check programme. For this reason we have established an Expert Scientific and Clinical Advisory Panel whose remit includes ensuring the programme responds to emerging evidence, and advising on changes to content and delivery to optimise uptake and effectiveness and to reduce health inequalities. We will shortly be publishing a priorities for research paper to articulate the key research questions. We have also published a set of standards 3 and competencies 4 for NHS Health Check providers.
However good the uptake and quality of delivery, achieving the anticipated benefit will only happen if people identified as having high CVD risk or clinical abnormality are added to disease registers and receive appropriate management. We will continue to work closely with primary care colleagues to understand how best we can support GPs and their staff to ensure that the primary care component of the NHS Health Check pathway is delivered effectively. The scope to develop a special interest in fields such as acute medicine, palliative care, and minor surgery should be more widely promoted, with clearer pathways for achieving special interest status. It seems unreasonable to expect Foundation doctors to move into a potentially life-long career having had minimal experience in the field. The current training system is too streamlined and deprives the trainee of the wealth of experience that could be gained from spending more time flexibly rotating through other specialties. A broader training programme that incorporates medicine, emergency medicine, and general practice could encourage more trainees into the speciality and increase the amount of doctors available to work in emergency medicine or general practice.
Clinical Practice Research Datalink (CPRD, formerly the GPRD) record information on issued prescriptions, prescribing analyses and cost (PACT) data records prescriptions that are dispensed. Neither of these methods will record the proportion of prescriptions that are actually taken by the patient and we are unaware of any research studies that have specifically addressed this important question. GPs can record delayed prescriptions using the Vision software system, but it is unclear how frequently this Read Code is used.
However, estimates suggest 80-90% of antimicrobials are prescribed in the community so even if we are overestimating antibiotic use, it is clear that the majority of antimicrobials are prescribed and dispensed in primary care. Research studies based on both issued and dispensed prescriptions using different populations all deliver the same message: there is major heterogeneity in prescribing, and this offers scope to reduce antibiotic use. [2] [3] [4] There is a clear need for better surveillance data on antimicrobial prescribing and resistance in hospitals and in primary care and this is the rationale behind the English Surveillance Programme for Antimicrobial Utilization and Resistance (ESPAUR). 5 Optimising antibiotic use is a fundamental part of the response to antimicrobial resistance. This will only be achieved by changing patient and clinician behaviour in the community and in hospitals. 
Basal cell carcinomas: a growing problem
Over the past number of years there has been a significant rise in the number of referrals regarding sun damaged skin lesions, more specifically basal cell carcinomas, in the head and neck region, to our maxillofacial department for surgical management. Admirably, our colleagues in primary care are ever vigilant, with the majority of basal cell carcinomas being fortuitously detected at check-up examinations.
The well documented aetiology which includes genetic predisposition and ultraviolet radiation exposure, 1 is of particular relevance in our western population given the fair type 1 and type 2 skin makeup and increased feasibility of travel to hotter climates. 2 The shift in
